Introduction
The use of the endotracheal tube during surgery has become the most widely used and acceptable method of providing an airway and of assisting in the ventilation of the patient. Although some complications do arise, the beneficial aspects of the procedure have far outweighed the limitations due to these hazards (Freeman, 1972; McGovern, FitzHugh and Edgemon, 1971) . Occasional reports of trauma to the trachea from endotracheal intubation in adults have appeared in the literature (Thompson and Read, 1968) but most have been of children and particularly of newborn infants (Fearon et al., 1966) . A combination of surgical emphysema, pneumothorax, pneumomediastinum and pneumoperitoneum has been described (Scott and Viner, 1975) and pneumopericardium has been documented following endotracheal intubation in the neonatal period (Moodie et al., 1976 ). Mansfield et al. (1973 felt that pneumopericardium occurred almost exclusively in pre-term newborn infants with idiopathic respiratory distress syndrome (IRDS).
This complication in an adult is now described. (Bricheteau, 1844) . It is a rare but potenially lethal complication of many conditions, and when tension develops within the pericardium the resultant cardiac tamponade necessitates prompt decompression (Khan, 1974 (Monro et al., 1974) , oesophagitis (Curry and Anderson, 1974) , lung abscess (Netto, 1944) and even dental extraction (Sandler, Libshitz and Marks, 1975) . There is in the literature one instance of pneumopericardium following endotracheal intubation for anaesthesia in a 3-5-month-old boy (Loftis et al., 1962) . However, most cases of pneumopericardium occur in newborn infants (Moodie et al., 1976) , particularly those treated with continuous positive airways pressure (CPAP) or intermittent positive pressure ventilation with positive end-expiratory pressure (PEEP) for IRDS (Mansfield et al., 1973; Matthieu et al., 1970) .
The mechanism causing pneumopericardium is probably related to the rise in intra-bronchial air pressure (Johannides and Tsoulos, 1930) , brought about by the CPAP or PEEP.
Histological preparations have demonstrated a site of potential weakness where the parietal pericardium is reflected on to visceral pericardium near the ostia of the pulmonary veins (Mansfield et al., 1973) . The pericardial collagenous tissue is not continuous around the point of reflection but tends to pass peripherally, contributing to the perivascular sheath. Air dissecting through the appropriate layer of the perivascular sheaths could enter the pericardial sac with relative ease at the site of reflection, since the only obstacles would be thin layers of mesothelium and areolar tissue. In the present patient it seems likely that the mechanism was through direct damage to the trachea (Thompson and Read, 1968) 
